programs in 49 states (Massachusetts does not have an EMG program). Recruitment, training, and management of potential and returning volunteers have changed minimally since the program's inception (Gibby et al., 2008) .
Originally, EMG programs targeted urban areas, where call volume exceeded extension staff capacity to respond. Over the years, the EMG program has spread into less densely populated suburban and rural areas. It remains to be determined if demographic characteristics of the volunteers change with the population density of the host county.
In most cases, leadership for EMG programs is provided by a local EMG coordinator, usually an extension agent or program support staff, at the county level. Local coordinators usually are supported by a state EMG coordinator who provides the statewide direction and leadership. National direction comes from a voluntary Extension Master Gardener National Committee (2016), comprising state and local coordinators from across the United States who serve for a designated term.
In 2006, the EMG National Committee established six programmatic regions in the United States: Northeast (West Virginia, Pennsylvania, Delaware, New Jersey, Connecticut, New York, Massachusetts, Maryland, New Hampshire, Vermont, and Maine), North Central (North Dakota, South Dakota, Nebraska, Kansas, Missouri, Iowa, Minnesota, Wisconsin, Michigan, Illinois, Ohio, and Indiana), Northwest (Washington, Oregon, Idaho, Montana, Wyoming, Alaska, and Hawaii), Southwest (California, Nevada, Utah, Arizona, Colorado, and New Mexico), South Central (Texas, Oklahoma, Arkansas, Louisiana, Mississippi, Kentucky, and Tennessee), and Southeast (Alabama, Georgia, Florida, South Carolina, North Carolina, and Virginia) (Fig. 1) . The programmatic regions were created to facilitate cooperation, communication, and collaboration among EMG programs nationwide (Langellotto et al., 2015) . Demographic similarities or differences, if any, among EMG volunteers, coordinators, and programs within extension programmatic regions are currently unknown.
Understanding the composition of the EMG volunteer base is Extension Education Methods important for long-term growth and development of the program. Knowledge of volunteer demographics can influence recruitment and training approaches. It can suggest who will be drawn to the program and how training can be effectively delivered. It also has implications for volunteer placement, such as the ability to fill genderspecific roles and volunteer availability for service opportunities. Meyer (2007) suggests that demographic data are critical elements for determining any possible impact or effect of EMG volunteers on a national level.
State-based EMG studies show that EMG programs have historically appealed to an older demographic of 50+ years (Boyer et al., 2002; Kirsch and VanDerZanden, 2002; Relf and McDaniel, 1994; Rohs and Westerfield, 1996; Ruppert et al., 1997; Schrock et al., 2000; Strong and Harder, 2010; Takle et al., 2016; Wilson and Newman, 2011) . At inception, the EMG program was targeted at nonworking individuals who had the necessary time for program commitments. In the 1970s, this included individuals who were not in the workforce as well as retirees.
Early studies reported most of the EMG volunteers in the 0-5 years of service bracket (Boyer et al., 2002; Kirsch and VanDerZanden, 2002; Relf and McDaniel, 1994; Schrock et al., 2000) . With the increasing longevity of the program, volunteers may serve longer, reflecting continued long-term commitment to the program. National reports monitoring similar program metrics were also compiled for 2014 and 2016, using online surveys sent to state coordinators by representatives of the Extension Master Gardener National Committee (2015, 2017) . Similar to previous data collection methods, responses were sought from individuals working closely with the program when a state was without a state coordinator. No data were directly collected from local coordinators or EMG volunteers.
The first national study that collected information directly from local coordinators and EMG volunteers was focused on the use of social media for EMG programming purposes. Vines et al. (2016) distributed a Qualtrics (Provo, UT) survey to EMG coordinators through the eXtension listserv with encouragement to also distribute to EMG volunteers in their states. Responses were obtained from 111 state and local coordinators (respective counts not published) and 1275 EMG volunteers in 22 states (Vines et al., 2016) . This study was unique in its inclusion of local coordinators and EMG volunteers. Although it captured demographic data about program coordinators, state and local coordinator responses were not differentiated. Information collected from EMG volunteers focused primarily on social media use. Vines et al. (2016) reported that state coordinators provided effective survey distribution and participation.
Generational differences are an important consideration for volunteer programs. Described as differences in behavior from one generation to the next that are attributed to differences in values and attitudes (Parry and Urwin, 2011; Rotolo and Wilson, 2004; Strauss and Howe, 1991; Zemke et al., 2000) , generational experiences may affect the inclination to serve vs. the need to work, as well as other factors affecting volunteerism, such as affinity for particular tasks, ability to fill specific roles, willingness or ability to work after dark, or adoption of technology (Rotolo and Wilson, 2004) . This is the first study to explore generational difference among EMG volunteers. The EMG program was originally designed to appeal to the Traditionalist generation (born between 1925 and 1942) when the program was developed in the 1970s. In the present study, generational groups are defined as Traditionalists (born between 1925 and 1942 ), Baby Boomers (born between 1943 and 1960 ), Generation X (born between 1961 and 1981 , and Generation Y (born between 1982 and 2000) (Parry and Urwin, 2011; Rotolo and Wilson, 2004; Strauss and Howe, 1991; Zemke et al., 2000) . It remains to be determined if today's EMG program appeals to all generations.
Two state studies have reported that the EMG volunteers are predominantly white, older, female, educated, and affluent-a remarkably homogeneous group (Schrock et al., 2000; Strong and Harder, 2010) , but the demographics of the volunteers has not been assessed nationwide. Ensuring the diversity of EMG programs has been a persistent challenge (Eichberger et al., 2014) . Typical trends in volunteering include more women than men [volunteering seen as a woman's role (Rotolo and Wilson, 2004) ], high education levels associated with volunteers (Rotolo and Wilson, 2004 ; U.S. Bureau of Labor Statistics, 2016) , and a predominance of whites (U.S. Bureau of Labor Statistics, 2016) .
Of further challenge to the EMG program is the well-documented preference of volunteers for episodic, or short-term, volunteer opportunities (Blair et al., 2003; Corporation for National and Community Service, 2016; Graff, 2001) . Finding individuals to fulfill the considerable volunteer commitment consistent with the EMG volunteer experience may become increasingly difficult if potential volunteers have a preference for short-term engagements. The EMG program requires a willingness and ability to meet a significant time commitment for training and ongoing projects that span years, if not decades. Commitment to the program is reflected in the number of years an individual has been actively volunteering and meeting program requirements (volunteer service) and the number of volunteer service hours reported in 2015 (the previous complete program and reporting cycle).
The present study of EMG volunteers and coordinators allows indepth analysis of national, regional, state, and local demographics. The results will help identify trends and influences that may shape the direction of future program priorities.
Materials and methods
A quantitative national study of current and inactive EMG volunteers and their state and local coordinators in all 49 U.S. EMG programs was conducted in Fall 2016 (University of Georgia IRB Approval #3567). Survey protocol was based on Dillman's methods for online survey research (Dillman et al., 2014) and published accounts of EMG volunteer survey research (Takle et al., 2016; Vines et al., 2016) . Precedence for distributing a survey in both paper format and via Internet was set by Stukas et al. (2009) , who noted that age was the primary difference in respondents using these two methods.
The study included three separate surveys that built on one another and were conducted consecutively (Fig. 2) the participating state coordinators. It gained information about local coordinators and established their consent to share Survey 3 with EMG volunteers reporting directly to them.
Survey 3 was sent via e-mail to EMG volunteers by participating local coordinators. This survey contained five sections, including EMG volunteer background and experience, reasons for volunteering, benefits from volunteering as an EMG, EMG volunteer activities, and demographic information. Questions were drawn from previous studies and existing survey instruments (Clary et al., 1998; Houle et al., 2005; Relf and McDaniel, 1994; Stukas et al., 2009; Takle et al., 2016) Volunteer demographics gathered in the present study included gender, race/ethnicity, year of birth, marital status, child status, current employment status, income range, and level of education. Several questions captured the individual's training year, number of years of active service with the program, the county in which the individual volunteered, and the number of volunteer service hours reported in 2015 (the most recent full program year).
To document EMG programs by population size of the host county, this study uses the 2013 Rural-Urban Continuum Codes (RUCC) presented by the U.S. Department of Agriculture's Economic Research Service (2013) to describe the counties in which EMG volunteers serve. RUCC is a classification scheme that distinguishes metropolitan counties by the population size of their metro area, and nonmetropolitan counties by degree of urbanization and adjacency to a metro area. The RUCC includes three metro codes (1-3), four nonmetro codes (4-7), two rural codes (8 and 9), and two codes describing unknown areas (88 and 99). Each county in the United States is assigned one of the 11 codes. For the purpose of this study, the 11 RUCC codes were reduced to four categories, including urban (codes 1-3), suburban (codes 4-7), rural (codes 8-9), and unknown (codes 88 and 99).
Active and inactive EMG volunteers were surveyed. Active EMG volunteers are those individuals who have completed an established state EMG training curriculum and are completing required volunteer service hours (40 h minimum in the training year and 20 h minimum in subsequent years) (Langellotto et al., 2015) . Inactive EMG volunteers are those individuals who have completed required training and volunteer service, but have not reported active volunteer service in the previous 1 or 2 years.
The EMG survey instrument was tested for validity and reliability by three counties in Georgia (urban, suburban, and rural) before initiating the national study. It was sent via e-mail by the state coordinator to three local coordinators, who then e-mailed the survey to their active and inactive EMG volunteers. Results of the pilot test were used to modify the survey instrument before launching the national survey.
The Qualtrics surveys were administered between 3 Oct. and 14 Nov. 2016, through the existing framework of State and local EMG program coordinators, as identified via eXtension's official list of state EMG program coordinators (Extension Master Gardener National Committee, 2016 ). An introductory e-mail from the researcher introducing and legitimizing the survey was sent to state coordinators in late September, asking them to introduce the survey to their local coordinators and EMG volunteers using the distribution protocol outlined previously and in Fig. 2 . This first introductory message about the study was followed 1 week later by another e-mail containing the actual survey links. The surveys remained open for 2 months, with follow-up e-mails sent at weeks 2, 4, and 6. Anonymous responses to the surveys were returned directly to the project investigator. In response to individuals and coordinators indicating challenges with the online format (10-15 per notice sent), a PDF of the survey document was distributed via e-mail with the week 6 reminder, including instructions to print and complete locally and return by postal mail.
STATISTICAL ANALYSIS AND DATA INTERPRETATION. The resulting nonrandom convenience sample (a nonprobability sample that is easy to reach, such as a defined set of volunteers) was composed of people who received and responded to the survey links. In 2015, state coordinators reported 83,389 EMG volunteers in the United States (Extension Master Gardener National Committee, 2015) .
Responses to the present study were expected to meet or exceed the 1097 responses required for a desired precision rate of ±3% and a confidence interval of 95% for P = 0.5 (Meier et al., 2015) . (Table 2) .
Local coordinators responding to Survey 2 have a mean age of 51.9 years, ranging from 22 to 81 years. Local coordinators are 75.7% female. Although they are primarily white (94.3%), there are six additional racial categories reported among local coordinators. Some local coordinators (57.4%) have a graduate degree (Master's or higher). On average, local coordinators have served in their position 7.5 years (median = 5.5 years) ( Table 2) .
Extension Master Gardener volunteers responding to Survey 3 were 82% female, primarily white (93.7%), and of economic means (76.7% indicate income $50,000 or higher and 36.5% report over $100,000). EMG volunteers have a mean age of 64.8 years (median = 65 years), ranging from 16 to 96 years. Most are married (77.8%) with children (76.8%). EMG volunteers have a broad range of education levels, but the majority (71.6%) have a bachelor's degree or higher. Some EMG volunteers are employed (30.7%), whereas most are retired (64.1%). On average, EMG volunteers have served 7.7 years ( Table 2) .
The demographics survey included responses from active and inactive EMGs. Of the 7498 complete EMG responses, 91.9% met their state's criteria for active status in 2015 (the prior complete program cycle), whereas 8.1% did not and were considered inactive. Because of its small sample size (n = 448), no additional analysis was performed on inactive respondents, and this group is not included in Table 2 .
GENERATIONAL DIFFERENCES AMONG EMG VOLUNTEERS. Four generations (Traditionalist, Baby Boomer, GenX, and GenY) were represented in survey responses. EMG volunteers were 14.5% Traditionalists, 73.2% Baby Boomers, 11.5% GenX, and 0.9% GenY (Fig. 3 ). Significant differences among EMG volunteers by generation were observed (Table 3) . The mean age at time of initial training for each generation was 65.7 years for Traditionalists, 58.1 years for Baby Boomers, 43.0 for GenXers, and 28.2 years for GenYers (Fig. 4) .
Extension Master Gardener volunteers in the Traditionalist generation report the longest average length of service to the EMG program (11.8 years), followed by Baby Boomers, who have served an average of 7.3 years. GenX and GenY have served fewest average years with the program (5.5 and 2.8 years, respectively). EMG volunteers in the Traditionalist generation reported an average 122.2 volunteer service hours in 2015. On average, Baby Boomers reported 111.9 volunteer service hours in 2015, whereas GenX and GenY EMG volunteers reported 68.1 and 44.2 h, respectively.
Generational differences in education, work status, race, and income were analyzed (data not shown). Significant association was found between generation and education {chi-square ( Significant association was found between generation and work status [c 2 (15) ‡ 1504.922, P < 0.001], and this relationship is moderately strong (Cramer's V = 0.296). GenY had the highest percentage of all generations indicating full-time employment (68.5%), whereas Traditionalists had the highest percentage of generations indicating retirement (91%). Only 7.7% of Traditionalists and 27.9% of Baby Boomers indicated full-or parttime employment, whereas 77.7% of GenXers and 87.1% of GenYers report full-or part-time employment.
Significant association was found between generation and income [c 2 (15) ‡ 118.615, P < 0.001], although this relationship is very weak (Cramer's V = 0.094). GenY had the highest percentage (52.8%) of individuals indicating annual income below the median household income level, whereas GenX had the lowest percentage (17.6%) of individuals indicating annual income below the median household income level.
EXTENSION P R O G R A M M A T I C REGION DIFFERENCES AMONG EMG VOLUNTEERS. Significant differences were evident with respect to extension programmatic regions. Responses were received from all six extension programmatic regions (Table 4). The North Central region participated at the highest rate (40.6%). The Southwest region participated at the lowest rate (5.9%). (Table 5 ). The average age of EMG volunteers from Southwest, North Central, and Northeast regions was below the overall average (mean = 64.8 years), whereas the average age of EMG volunteers from Southeast, South Central, and Northwest regions was higher than the average. EMG volunteers from all regions except North Central and Northeast had lower average years of service (mean = 7.7 years) than the overall mean. EMGs in the Northwest region report the highest average number of volunteer service hours in 2015 (mean = 136.6 h), the last complete year before the present study.
HOST C O UN T Y P O P U L A T I O N (URBAN, SUBURBAN, AND RURAL) D I F F E R E N C E S A M O N G E M G VOLUNTEERS.
No significant differences were detected among EMG volunteers in urban, suburban, and rural programs. The majority of EMG volunteers responding to the survey indicated that they volunteered in an urban county (80.5%), whereas 17.2% of respondents served in a suburban county. Just 2% of EMG volunteers are connected with rural counties (Table 2) . This pattern was consistent within EMG programmatic regions, where most of the responses within each region were identified as volunteering in support of EMG programs in urban areas (data not shown). The mean age of urban, suburban, and rural EMG volunteers was 64.8, 65.4, and 63.8 years, respectively. The mean years of active service for urban, suburban, and rural EMG volunteers were 7.6, 7.8, and 7.6 years, respectively. The mean volunteer service hours reported in 2015 for urban, suburban, and rural EMG volunteers was 108.7, 99, and 86 h, respectively (Table 6) .
Discussion
This quantitative study provides fresh insight for program coordinators endeavoring to maintain a program that remains attractive to EMG volunteers and relevant to extension priorities. It creates a snapshot in time of the EMG volunteer program, providing a baseline to identify trends and influences that may shape the direction of future program priorities and potential for collaborations between extension programs and maximization of resources (Allen et al., 2011) .
Given the length and complexity of the included surveys, the response rate was strong and met appropriate levels for statistical significance. A state representation rate of 71.4% (35 of 49 programs) in this present study was consistent with previous National Committee, 2015 and a national survey (Vines et al., 2016) . EMG volunteer response rate was estimated at 9.74%, based on the number of EMG volunteers reported by state coordinators (Table 1 ) and the number of EMG volunteer responses (n = 7498) exceeded the amount required (n = 1097) for the desired level of precision (±3% with a 95% confidence level for P = 0.5) for a population of this size (Meier et al., 2015) . The present study suggests this protocol (issuing an online survey followed by paper copy of the same survey) could be modified with this subject group. No paper copies were returned and a high number of online responses were received. This could be attributed to increasing comfort among EMG volunteers with this survey technology, increased access to computers and Internet, or a greater awareness of the opportunity to participate in unified research and evaluation efforts.
This study presents the first plausible estimate of the number of local coordinators. Although Vines et al. (2016) reported that 111 coordinators responded to their social media survey, they do not specify how many were a local or state coordinator. There is no published number of local coordinators, and this number can be highly variable because of position turnover. State coordinators participating in this study reported 1534 local EMG programs in the United States. Assuming there is a local coordinator for each of these programs, the maximum number of local coordinators is 1534. Using this estimate, the local coordinator response rate to this study is 18.9% (n = 290).
Volunteer service
Extension Master Gardener volunteers remain highly committed, as indicated by the number of volunteer service hours reported in 2015 and the number of years as an active EMG volunteer. EMG volunteers reported a median of 60 service hours in 2015, surpassing the national median of hours served by all volunteers (52 h), as reported by the U.S. Bureau of Labor Statistics (2016) . EMG volunteers have a higher average years of service (mean = 7.7 years) than local (mean = 7.5 years) or state (mean = 7.2 years) coordinators. In many cases, they have out-served their local and state coordinators. This dynamic is an important consideration to incoming coordinators who often must address changing program policies and procedures with a volunteer base that was recruited and trained with different expectations.
Generational differences
Although vastly outnumbered by Baby Boomers, the Traditionalists reported more service hours per volunteer in 2015 than any other generation ( Table 4) . As this generation gives way to successive volunteers, coordinators may see differences in numbers of volunteer hours committed to EMG programs. Although representing only 12.4% of respondents in the present study, GenX and GenY are becoming active EMG volunteers, entering the EMG program at a significantly younger age, as reflected by age at initial training (Table 4) . Although there are logical reasons for lesser participation by younger generations (i.e., work, childbearing, elder family care, etc.), these results suggest that the EMG program model has some appeal to younger generations and efforts to attract these volunteers may be rewarded.
Given the high levels of education attained by program participants, awareness of trends and techniques in teaching and learning may be important considerations for increasing GenX and GenY participation. The significance of EMG volunteers of the younger GenX and GenY generations to work in some capacity while volunteering bears further exploration. If younger generations are willing to accommodate volunteer opportunities in their work schedules, it may benefit coordinators to consider the goodness of fit between volunteer projects, roles, and times of availability. In addition, the income levels of potential GenX and GenY EMG volunteers could help or hinder future program involvement. When compared with other generations, GenXers are working, indicate more affluent incomes, and may be more likely to afford EMG program fees. GenYers, indicating less income, may not have the financial flexibility to afford EMG program fees. This could limit GenY involvement in local programs, especially those with higher or increased participation and training fees.
As EMG programs include younger generations, coordinators need to be prepared to work with all generations (Arsenault, 2004) . There are few resources targeting the needs of younger volunteers available in the EMG Coordinators' Resource Repository (Langellotto and Dorn, 2017) , and additional resources are needed. Being flexible and able to leverage differences between generations has reduced turnover in the workplace (Arsenault, 2004) and perhaps could do the same in the volunteer place. In addition, GenY may be the key to diversification of the EMG program. As a whole, this group has more contact with other racial groups (Arsenault, 2004) . In addition, it is showing a renewed interest in volunteerism as a way to diversify skills and gain additional experience.
Extension programmatic regions
This study reveals significant differences among EMG volunteer across extension programmatic regions, although the reasons for these differences are not readily discernible. For example, EMG volunteers in the Southeast region were slightly older than EMG volunteers in the other regions. Significant differences in years of active service and number of hours reported in 2015 also exist among extension programmatic regions. These differences could be spurious or could have real causes. Although not identifiable to the authors of this study, regional and local coordinators may recognize the differences as results of retiree transience, age of the local program, program stagnation, or proximity to and availability of volunteer service projects.
Host county population differences (urban, suburban, and rural programs)
Use of the RUCC to describe EMG programs provided unique insight about program distribution and access to its resources. Survey results clearly indicate that EMG programs are predominantly connected with extension programs serving urban counties, although a smaller number of programs exist in suburban and rural counties. With respect to mean age, years of volunteer service, and volunteer service hours reported in 2015, post hoc tests indicate no significant differences in EMG volunteers serving host counties with different population densities (Table 6) .
Although the EMG program has spread to suburban and rural counties, it has not established to the same extent in these locations. Fundamental program elements may be more challenging for establishing an EMG program in a rural county, such as recruiting sufficient program participants from Mean separation (in columns) by Tukey's and Games-Howell post hoc tests at P £ 0.05 (lowercase letters). Means followed by the same letter not significant from each other. y NS at P £ 0.05.
• April 2018 28(2) a smaller population base; direct and indirect costs of conducting intensive volunteer training on a smaller scale; wider geographic spread of projects, volunteers, and clients; providing adequate volunteer service opportunities without overburdening smaller volunteer groups; and competing programming responsibilities of agents/program coordinators. Finding solutions to these challenges may create a new frontier for the EMG program, capitalizing on its tremendous potential to reach far more extension clientele than other extension program areas (McAleer, 2005) .
Comparison with previous demographic studies
Although a meta-analysis was not attempted, the present study's data were compared with historic demographic data for perspective on EMG program development over time. Comparing current EMG volunteer data to previously published studies shows an aging volunteer base. Relf and McDaniel (1994) provided one of the first demographic reports of EMG volunteers, including in their results three age brackets and a maximum age of 50+ years. More than half of respondents (55%) were older than 50 years of age. Over time, studies of EMGs have reported a progressively wider age range, as reflected in number of age brackets and maximum age (i.e., less than 25, 25-50, 50+ years). For example, Schrock et al. (2000) captured five age brackets with a maximum age of 70+ years; more than half of respondents (60%) were older than 50 years of age. By 2001, Kirsch and VanDerZanden captured seven brackets with a maximum age of 84 years; more than half of respondents (70%) were older than 50 years of age. This trend is confirmed in the present study, with seven age brackets and a maximum age of 99 years. Despite participation by younger generations, nearly all of respondents (94%) in this study were older than 50 years of age.
This study suggests that EMG volunteers have a higher level of income than previous studies. In seven of eight demographic EMG studies published between 1994 and 2016 (Boyer et al., 2002; Kirsch and VanDerZanden, 2002; Relf and McDaniel, 1994; Rohs and Westerfield, 1996; Schrock et al., 2000; Takle et al., 2016; Wilson and Newman, 2011) , half or more respondents indicate income levels above the U.S. Census median income for the respective year of study (U.S. Census Bureau, 2017) . In the present study, 76% of participants report income levels above the 2015 median income level (Posey, 2016) .
The present study reflects a higher level of education among EMG volunteers than previous studies (Boyer et al., 2002; Rohs and Westerfield, 1996; Schrock et al., 2000) . Over time, the percentage of respondents reporting higher education levels, such as graduate degrees and postcollege training, has increased.
Lack of diversity among EMG volunteers continues to be a concern for the program. Demographic composition of EMG volunteers can create gaps between the volunteers and the communities they serve (Eichberger et al., 2014) . Studies of EMG volunteers have consistently reported a higher percentage of females than males with 64% female in 1994 (Relf and McDaniel, 1994) and 82% female in the present study.
Consistent with previous studies, most EMG volunteers are white. Eight race/ethnicity categories were measured, reflecting the most program diversity recorded in demographic studies of EMG volunteers. However, it does not reflect an overall increase in percentage of nonwhite EMG volunteers. Lack of diversity in volunteers is not unique to the EMG program and is consistent with volunteering in general (U.S. Bureau of Labor Statistics, 2016) .
This study presented opportunity to document the demographic base of 21st century EMG volunteers in the United States. As the EMG program approaches its fifth decade and momentum builds for national leadership, collaborative programming, and innovative impact reporting, it is important to understand the volunteers and their coordinators to face new challenges and continually advance the EMG program.
